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Introduction was placed more proximal on the axillary artery. The
distal anastomosis was made to incorporate the distal
Daar and Finch first described anastomotic disruption portion of the old graft.
At the time of her most recent presentation, 10of the axillary end of an axillofemoral graft in 1978.1
Since then there have been few reports of false an- years after her second right axillofemoral bypass, an
angiogram and a CT scan (Fig. 1) both showed aneurysm at this site, and each case usually presents
within a few weeks of surgery.2,3 An unusual case aneurysm (later shown to be a false aneurysm) along
the course of the original right axillofemoral graft. Atof delayed disruption of the proximal anastomosis
presenting as an axilla swelling 18 years after the surgery, through the old incision, it was apparent that
the original axillofemoral graft had become completelyoriginal axillofemoral bypass surgery is described.
detached from the axillary artery, with the intervening
tract dilated to form a false aneurysm, the wall being
formed by the still intact fibrous sheath that had
Case Report covered the Dacron graft following implantation. The
suture material was still intact and attached aroundA 70-year-old lady who had been reviewed annually the graft. As a consequence of the graft migration andin a vascular clinic presented with worsening clau- traction on the axillary artery, it was possible to identifydication in her right calf. Incidentally, a 7 cm by 6 cm the artery early in the dissection allowing proximalpulsatile mass was noticed at the level of the nipple
in the right axilla. This was not painful and she had
noticed the mass 6 months previously, since when it
has steadily grown in size. Eighteen years previously
she had bilateral axillofemoral Dacron grafts inserted
for the management of an infected aortobi-iliac graft
(removed at the same time). Eight years after this her
right axillofemoral graft thrombosed and at the same
time she was diagnosed with caecal carcinoma. She
had a left to right femoro-femoral bypass which im-
proved the circulation to the right leg, followed sim-
ultaneously by a right hemicolectomy. The cross-over
graft later thrombosed and a new right axillofemoral
Dacron graft was performed, this time the anastomosis
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OL1 2JH, U.K. Fig. 1. CT scan showing the false aneurysm in the right axilla.
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and distal control, thereby avoiding injury to the ax- of the arm had reached a critical point at which the
graft was torn from a weakened artery.illary vein, brachial plexus and the pleural which were
embedded in scar tissue. The false aneurysm was Various surgical techniques have been described to
make anastomotic disruption less likely and includeentered and the old graft was replaced with an 8 mm
Dacron graft, with the distal anastomosis incorporated placing the anastomosis proximally on the first part
of the axillary artery medial to the pectoralis minorinto the distal portion of the previous axillofemoral
graft, which was still patent but stenosed. An en- rather than on its distal portion, as was the case in
this patient. At this site it has been shown that tensiondarterectomy was performed of the common femoral
artery along with profundoplasty. Postoperatively she on the anastomosis with arm movement is minimal.4
Construction of a “cobra head” of the graft at thewas relieved of her claudication in her right leg. Her
most recent right axillofemoral bypass continues to axillary anastomosis has been recommended, the aim
being to provide an excess graft, that may be needed inremain patent 3 years following her revision surgery
with no further aneurysmal formation. extremes of arm movement.5 An alternative approach
described by Taylor involves placing 8–10 cm of graft
along the inferior border of the axillary artery prior
to anastomosis on the proximal axillary artery.2 Our
Discussion experience leads us now to fashion the anastomosis
as obliquely and to place it as proximally as possible
Proximal anastomotic disruption following axillo- on the axillary artery.
femoral bypass is thought to be under-reported al- In this patient ligation and removal of a portion of
though, in one of the largest series, Taylor found an the occluded original graft at the time of placing
incidence of 5%.2 All documented cases to date have the second graft, which would have been technically
disrupted within the first few weeks after surgery, simple, might have avoided this complication. Al-
with tension at the anastomosis considered to be the though immediate life-threatening complications are
precipitating factor. In contrast to other forms of bypass unusual when compared with acute disruption, the
surgery, the distance between the axillary and femoral risk of sudden rupture is a constant threat and op-
arteries is subject to considerable variation in length, erating on these patients is technically hazardous be-
which in some cases can be as much as 15% depending cause of the adjacency of the nerves in dense fibrous
on the position of the limbs.3 Late disruption is con- tissue and the weakness of the arterial wall. With
sidered unlikely as fibrous tissue ingrowth is thought improvement in patency rates and longer life ex-
to stabilise the anastomosis beyond the critical early pectancy of many of these patients, awareness of this
weeks of surgery. complication is important whatever material is used
PTFE is preferred by many as the graft material of for axillofemoral grafts.
choice for axillofemoral bypass, despite its inelastic
nature.2,3 It is pertinent to note that almost all cases of
disruption reported to date have involved the use of References
PTFE as graft material. Crimped Dacron, on the other
1 Daar AS, Finch DRA. Graft avulsion: an unreported complicationhand is more elastic, a factor that may allow it to
of axillofemora bypass grafts. Br J Surg 1978; 65: 442–447.accommodate the early tension on the anastomosis 2 Taylor LM, Park TC, Edwards JM et al. Acute disruption of
and as in the case presented, allow the establishment polytetrafluoroethylene grafts adjacent to axillary anastomosis. J
Vasc Surg 1994; 20: 520–526.of a fibrous sheath in the intervening period prior to
3 White GH, Donayre CE, Williams RA et al. Exertional disruptioncomplete disruption. Our patient remained asympto- of axillary graft anastomosis. Arch Surg 1990; 125: 625–627.
matic and only as an afterthought brought to our 4 Blaisdell FW. Symposium – extraanatomical bypass. Contemp
Surgery 1984; 25: 109–151.notice her axillary swelling. There was no clear event in
5 Bunt TJ, Moore W. Optimal proximal anastomosis/tunnel forher history that might have precipitated the disruption, axillofemoral grafts. J Vasc Surg 1986; 3: 673–676.
but we speculate that the effect of cumulative stress
on the anastomosis over the years, from normal use Accepted 30 August 2000
Eur J Vasc Endovasc Surg Vol 20, November 2000
